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 Y 000 Initial Comments  Y 000

This Statement of Deficiencies was generated as 

a result of the annual State Licensure survey 

conducted at your facility on 11/14/08.  

This survey was conducted using Nevada 

Administrative Code (NAC) 449, Residential 

Facility for Groups Regulations, adopted by the 

Nevada State Board of Health on July 14, 2006.

The facility was licensed for 10 total beds.

The facility had the following category classified 

beds: 10 Category 2 beds

 

The facility had the following endorsements:

Residential facility for elderly or disabled persons.

The census at the time of the survey was 4 

residents. 

Four (4) resident files were reviewed.

Two (2) employee files were reviewed.

There were no complaints investigated during the 

survey.

The findings and conclusions of any investigation 

by the Health Division shall not be construed as 

prohibiting any criminal or civil investigations, 

actions or other claims for relief that may be 

available to any party under applicable federal, 

state, or local laws.

The following regulatory deficiencies were 

identified:

 YA878

SS=D
449.2742(6)(a-c) Medication Administration  YA878

If deficiencies are cited, an approved plan of correction must be returned within 10 days after receipt of this statement of deficiencies.
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 YA878Continued From page 1 YA878

NAC 449.2742

6. Except as otherwise provided in this 

subsection, a medication prescribed by a 

physician must be administered as prescribed by 

the physician.  If a physician orders a change in 

the amount or times medication is to be 

administered to a resident:

(a) The caregiver responsible for assisting in the 

administration of the medication shall:

      (1) Comply with the order;

     (2) Indicate on the container of the medication 

that a change has occurred; and

     (3) Note the change in the record maintained 

pursuant to paragraph (b) of subsection 1 of NAC 

449.2744.

(b) Within 5 days after the change is ordered, a 

copy of the order or prescription signed by the 

physician must be included in the record 

maintained pursuant to paragraph (b) of 

subsection 1 of NAC 449.2744; and

(c) If the label prepared by a pharmacist does not 

match the order or prescription written by a 

physician, the physician, registered nurse or 

pharmacist must interpret that order or 

prescription and, within 5 days after the change is 

ordered, the interpretation must be included in 

the record maintained pursuant to paragraph (b) 

of subsection 1 of NAC 449.2744.

This Regulation  is not met as evidenced by:

Based on review of the medication administration 

record (MAR) on 11/13/08, the facility failed to 

document and ensure that a medication container 

indicated that a change had occurred for 

medications administered to 1 of 4 residents (#1).

If deficiencies are cited, an approved plan of correction must be returned within 10 days after receipt of this statement of deficiencies.
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 YA878Continued From page 2 YA878

Findings include:

The November 2008 MAR was reviewed for 

Resident #1.  The November 2008 medication 

administration record (MAR) indicated the 

resident was receiving Warfarin 4 mg 1/2 tablet 

(2 mg) every evening at 5:00PM on the odd days, 

and Warfarin 3 mg every evening at 5:00 PM on 

the even days.  The pharmacy's label on the 

medication bottle revealed that 4mg of Warfarin 

was to be administered daily.  A physician's order 

dated 9/29/08 indicated the medication was 

changed to an alternating dosage.  There was no 

indication on the container of the Warfarin 4mg 

indicating this change.

Severity:  2     Scope:  1

If deficiencies are cited, an approved plan of correction must be returned within 10 days after receipt of this statement of deficiencies.
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